The number of classification systems of the causes of perinatal death have increased over the years.
Obstetricians' 2 have derived classifications that differ substantially from those of pathologists. -7 Paediatricians tend either to quote basic statistics,8 or to use classifications derived by pathologists rather than obstetricians.67 Despite the multiplicity of classifications, and firm but divergent opinions about which may be best, there has been little assessment of the repeatability or the usefulness of any of them.
The aim of any classification must be to derive strategies to understand the reasons for, and ultimately prevent, perinatal mortality. Wigglesworth argued that this was the only valid reason for a classification.5 He suggested that any classification should be as simple as possible and presented in such a way that the results give clear indications of priorities for prevention, and that the classification should be used to indicate the areas of health care provision most in need of alteration. He put forward a simple classification in which he allotted deaths to one of only five categories. It was devised so that it could be applied with reservation to cases where necropsy investigation had not been undertaken, although he acknowledged that necropsy would permit the most accurate categorisation.
The simplicity of the classification is most attractive and the fact that it can be used when necropsy has not been undertaken is helpful. Nevertheless, problems were encountered when it was used in one specialised unit9 and other problems were encountered by one of us (JWK) in attempting to apply it to a regional study of perinatal mortality with a high necropsy rate. The present study was set up with three objectives: firstly, to define more accurately the groups of the classification, particularly in respect of problems already encountered; secondly, to investigate the extent to which classification of cases was changed by necropsy; and thirdly, to assess the reproducibility of the classification when undertaken by people with an interest in perinatal medicine and pathology but with different professional backgrounds. Infants weighing less than 1000 g should be presumed to belong to this group irrespective of the time of death. Larger preterm infants are likely to have suffered from birth asphyxia if they die at less than 4 hours of age. Thus any infant dying at less than 4 hours, delivered preterm, and weighing more than 1000 g, should be coded to group 4 below unless a specific condition was present.
Neonatal deaths with infection, even congenital infection, should be included here if they were delivered preterm, although specific infections-for example, group B streptococcus and toxoplasma, other viruses, rubella, cytomegalovirus, and herpes virus-should be coded group 5. The epidemiologist's view was that if some infections remained in group 3, then all infections should stay in group 3. The counter argument was that 'important and interesting' infections should go to group 5.
We came across problems with infants delivered at full term but who had disorders normally associated with prematurity such as hyaline membrane disease, intraventricular haemorrhage, and necrotising enterocolitis. It was decided that these should be coded as group 5. Case 160 was born at 38 weeks' gestation weighing 2200 g and died at 4 days. There was cardiac malposition, a single umbilical artery, undescended testes, and anomalous pulmonary segments. The baby died of a massive pulmonary haemorrhage with a subarachnoid haemorrhage. There was much disagreement as to how this should be classified, but the final decision was that it should be group 5. Conversely, of the 30 that by the Wigglesworth classification would have been coded as intrapartum asphyxia, the Aberdeen classification would have distinguished the four 'premature-cause unknown' and the nine 'mature-cause unknown' from eight 'trauma' and two 'toxaemia'.
Discussion
As different observers become more aware of the usefulness of classifying perinatal deaths to compare performance over time and between centres, it is of importance to ensure that the classifications used are repeatable. A recent publication showed that the Aberdeen obstetric classification, which had been used for the Scottish National Survey and the Northern Regional Health Authority Survey, allowed differences in its interpretation.10 These differences had developed both north and south of the border during the years since its introduction. The classification has been in use for 30 years and only in 1986 was a revised classification published with attention paid to current problems such as the death of the very immature neonate. 2 The authors concluded that different assessors can classify a series of deaths in a similar way, provided that close attention is paid to the definitions and working rules. They found that different groups of clinicians reached similar conclusions in 97% of cases submitted for assessment as long as they had a copy of the rules before them.
Nevertheless, there is considerable debate about the interpretation of all classifications of perinatal deaths. As most classifications used in the United Kingdom are based either on the Aberdeen or Wigglesworth classifications, we will confine our discussion to these two. On the other hand, the Wigglesworth classification does not, in its primary analysis, examine causes of death in individual cases, so that subclassification within the primary groups may be necessary. The classification relies heavily on gestational age and time of death, and Wigglesworth has suggested that a number of assumptions can be made from these. A large number of deaths in group 1 (antepartum stillbirths) suggests that more attention to antenatal care might be warranted; many deaths in group 2 (congenital malformations) perhaps indicates that more attention should be given to preconceptional care; high numbers in group 3 (deaths associated with immaturity) might suggest that changes in neonatal intensive care were warranted; a high proportion of deaths in group 4 (intrapartum asphyxia) might indicate that obstetric care could be improved. It is always anticipated that group 5 will be a small group of miscellaneous causes from which few generalisations could be made, although it is a crude measure of the standard of perinatal histopathology, and other investigative services.
Since this study was carried out there has been much discussion among the participants. Each still prefers the classification that he has either developed or grown up with, but a majority were in favour of the revised Wigglesworth classification-perhaps because half the observers were perinatal pathologists. At the moment the topic of classification,
